Young people represent the largest number of new HIV infections, thus youth living with HIV (YLH) are likely to be the largest group to initiate antiretroviral treatment (ART). Adherence patterns for behaviorally infected YLH are not adequate to effectively manage the disease; therefore, novel interventions are needed to improve medication adherence. The purpose of the current study, which will precede a randomized controlled trial, was to assess the initial feasibility of an individually tailored computer-based two-session interactive motivational interviewing (MI) intervention for YLH newly recommended to start ART. Intervention development occurred in collaboration with three youth advisory groups. Ten youth (ages 18Á24) were recruited to participate in this study. Participants completed the intervention online. Intervention components focused on medication adherence (rating perceived importance and confidence, and goal setting). Retention was 100% for both intervention sessions. All participants (n 010) felt medication adherence was important, but 80% felt confident they could manage their adherence to HIV medications. Ninety percent of participants set the goal of taking their HIV medications exactly as prescribed and reported success achieving this goal at follow-up. Additionally, participants were satisfied with the quality of the sessions and the amount of assistance they received for managing their adherence to HIV medications (90% participants for Session 1; 89% for Session 2). Per exit interview responses, participants felt that the intervention made them think more about their health and was a motivator for them to take better care of their health. In conclusion, the intervention was feasible for YLH enrolled in the study.
Young people represent the largest number of new HIV infections (Centers for Disease Control and Prevention [CDC], 2011 [CDC], , 2012 UNAIDS, 2012) , thus youth living with HIV (YLH) are likely to be the largest group to initiate antiretroviral treatment (ART). The few adherence studies focusing on behaviorally infected YLH suggest adherence patterns that are not adequate to effectively manage the disease (e.g., Tanney, Naar-King, Murphy, Parsons, & Janisse, 2010) . Thus, novel interventions are needed to help decrease patterns of nonadherence to HIV medications for YLH. Brief interventions designed to increase motivation and selfefficacy for medication adherence may be effective for YLH. A four-session clinic-based motivational interviewing (MI) intervention for youth targeting adherence, substance use, and sexual risk behavior resulted in reductions in viral load at 6 months (Naar-King et al., 2009 ), but effects were not maintained at 9 months. Additionally, only 50% of youth received a full dose of the intervention, suggesting needed improvements in transportability to real-world settings.
While computer-based brief interventions cannot replicate the human elements of traditional interventions, they can offer advantages in terms of transportability, flexibility, cost, and time (Ondersma, Svikis, & Schuster, 2007) , and have been effective in promoting ART adherence among adults (Fisher et al., 2011) . The purpose of the current study was to assess the initial feasibility (recruitment and retention, intervention branching, and participant feedback) of an individually tailored computer-based MI adherence intervention for YLH newly recommended to start ART. This study was conducted in preparation for a randomized controlled trial.
Methods

Procedures
The development of the two-session intervention occurred in collaboration with three Adolescent Medicine Network for HIV/AIDS Interventions (ATN) youth advisory groups (Bronx, NY; Memphis, *Corresponding author. Email: aoutlaw@med.wayne.edu Care, 2014 Vol. 26, No. 1, 130Á135, http://dx.doi.org/10.1080 /09540121.2013 # 2013 Taylor & Francis TN; Chicago, IL). Youth ages 16-to 24-years-old (Mean 020) were recruited. Each intervention session was approximately an hour, with the second session occurring one month after the first. Study data were completed via a web-based server with secure socket layers technology.
AIDS
Participants
Ten participants were recruited from two selected ATN clinic sites (Memphis, TN and Miami, FL) from January to March 2010. Eligibility criteria for YLH included: being treatment naive, but newly recommended to begin ART at least 12 weeks prior to study enrollment, 16-to 24-years-old, engaged in care at the enrolling site, able to understand written and spoken English, and no evidence of active psychiatric disorder (determined by site staff) that would interfere with informed consent. Signed informed consent or assent was obtained prior to enrollment; all youth who were approached and met the eligibility criteria agreed to participate in the study. Participants were compensated for their time. The Institutional Review Board at the participating sites and the coordinating center approved this study.
Measures
All measures, with the exception of the exit interview, were completed via Audio Computerized Assisted Self-Interview. Participants completed a 30-minute assessment, prior to each intervention session, to test study procedures. These data were not analyzed given the study focus. 
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Demographics
Participants reported gender at birth, race/ethnicity, age, education, employment, living arrangement, and self-identified sexual orientation.
Client satisfaction questionnaire (CSQ)
Immediately following each intervention session, participants completed an adaptation of the CSQ (Larsen, Attkisson, Hargreaves, & Nguyen, 1979) . Questions included: ''How satisfied are you with the amount of help you received for taking medications?'' Responses ranged from 1 (quite dissatisfied) to 4 (very satisfied).
Exit interview
Participants completed a semi-structured, face-to-face interview with site staff after each intervention session. Questions included: ''What part of the program did you find most useful?'' and ''Why?''
Intervention
The software uses realistic interactions with a twodimensional animated character (seven characters choices) to mimic the conversational nature of inperson interventions. The intervention is individually tailored to each participant based on: (1) ratings of importance of and confidence for HIV medication adherence and (2) goal setting. The importance of and confidence for HIV medication adherence were adapted from Rollnick's Readiness Ruler (Stott, Rollnick, Rees, & Pill, 1995) . In Session 1, participants' rated, on a visual analog scale, how important it is to take medications as prescribed, from 1 (not at all or never) to 5 (extremely or always). Low importance ratings (scores of 1Á3) and high importance ratings (scores of 4 and 5) routed to different intervention components (i.e., intervention branches). Low importance ratings routed to the pros and cons for adherence, while high importance ratings routed to why adherence is important (see Figure 1 ). Participants also rated their confidence to take their HIV medications as prescribed on a similar fivepoint scale. Both low and high confidence ratings routed to past successes and strengths. However, low confidence ratings (scores of 1Á3) then routed to a review of skills and resources; whereas, high confidence ratings (scores of 4 and 5) continued with how successes were accomplished in the past. Finally, both intervention branches routed to goal setting (see Figure 1 ).
In Session 2, participants' report of success with the goal set at the end of Session 1 guided intervention branching (see Figure 2 ). Participants who met their goal were routed to how they did it and the positive effects of achieving their goal. Participants who partially met their goal were routed to successes and barriers. Finally, participants who had no success meeting their goal were routed to barriers and a review of supports (see Figure 2 ).
Results
Descriptive statistics
Participants' ages ranged from 18-to 24-years-old (mean 020.6, SD 02.3). Seventy percent of participants were African-American and 30% reported being of Hispanic or Latino origin. Eighty percent of participants were male and 60% self-identified as gay or lesbian. Fifty percent of the participants did not complete high school and 60% were employed. Thirty percent of participants reported living with biological or adoptive parents, while 10% lived alone (see Table 1 ).
Recruitment and retention
Participants were recruited within 3 months. All participants completed both sessions within study window periods.
Importance of and confidence for HIV medication adherence and goal setting
For intervention Session 1 (n010), all participants' ratings were high for the importance of HIV medication adherence. However, only 80% of participants rated their confidence for adherence as high. Ninety percent of participants chose the goal of taking their HIV medications as prescribed. For intervention Session 2 (n 010), 90% of participants reported being completely successful reaching their goal.
Participant satisfaction
For Session 1 (n 010), 80% of participants were very satisfied/mostly satisfied with the session. Ninety percent of participants reported the quality of the session as good/excellent, while 90% of participants were satisfied with the assistance they received for managing their adherence. For Session 2 (n 09), 89% of participants were very satisfied/mostly satisfied with the session. Eighty-nine percent of participants reported the quality of the session as good/excellent, while 89% of participants were satisfied with the assistance they received for managing their adherence.
Exit interview themes
Content analyses were used to describe and categorized semi-structured interview data (Hesse-Biber & Leavy, 2010) and indicated that the intervention made participants think more about their health and was a motivator for them to take better care of their health. Participants' suggestions for program improvements included changing the voices of the narrative characters (e.g., too ''robotic''), removing character verbalizations (e.g., sighs, whistles), and adding female characters. For participants who were less satisfied with the assistance they received for AIDS Care 133 managing their adherence (n 02; 1 for each session), no reasons were given why they felt this way.
Discussion
The results of this study suggest that an individually tailored, computer-delivered MI adherence intervention was feasible for the YLH newly recommended to begin ART enrolled in this study. The intervention was successful with regard to participant recruitment and retention (all participants completed both sessions within the allotted timeframe), and intervention branching. Participants provided positive feedback about the intervention via participant satisfaction ratings and exit interview responses. Participants who were less satisfied with the assistance they received for managing their adherence provided no reason for this rating. It is possible that the intervention did not address all possible barriers and facilitators related to adherence. Exit interviews suggested that feedback for program improvement only related to technical and programmatic issues. However, all participants' ratings of adherence were high in the first session, limiting variability in intervention tailoring and branching. Future studies should consider shifting tailoring to five (very important) versus remaining responses to determine variability. Alternatively, an assessment of the pros and cons of adherence (Prochaska et al., 1994) may provide more variability for tailored branching.
This study has limitations. A considerable limitation was the sample size (n010). While the intervention was successful, this may have been an effect of the small sample size, and therefore the findings should be interpreted accordingly. Additionally, participation was incentivized and this may have positively affected retention. Finally, using a semi-structured exit interview limited the nature of the qualitative information obtained.
Given the continuing increase in the rate of HIV infection for youth and the poor medication adherence rates, computer-delivered interventions are a potential cost-effective addition to clinical care (Adamian, Golin, Shain, & DeVellis, 2004) . A computer-based interactive adherence intervention that is tailored to address motivation and self-efficacy may improve morbidity and mortality for YLH and positively impact public health.
